Background: The global incidence of STIs is rising. It is estimated that 499 million new cases of curable STIs occur every year. The existence of more than one million reported cases of STIs annually in Iran shows that addressing this issue must be a priority for Iranian health authorities. While recognition of the importance of gender issues to reproductive health (RH) programs has grown significantly in the past several years, major challenges remain in implementing gendersensitive programs. Gender mainstreaming in Iranian reproductive health program is a relatively new issue, so this study aims to explore gender sensitive STIs/HIV/AIDS prevention policies. Method: This study employed a qualitative research design. Participants were health managers, health policy makers and reproductive health providers. They were selected purposefully and then continued by snowball sampling method. 43 semi-structured in-depth interviews with 37 key informants were done. All the interviews were recorded and transcribed. The data were analyzed by content analysis method. Trustworthiness of the data was achieved by using credibility, transferability and conformability. Results: Key informants clearly explained the gender sensitive STIs/ HIV/AIDS prevention policies in three main categories: 1) advocacy, 2) collaboration between different sectors and 3) community empowerment to gender sensitive STIs/HIV/AIDS prevention programs. Conclusion: Changing gender neural STIs/HIV/AIDS prevention policy to more complete gender sensitive policy needs advocacy, collaboration of sectors and community empowerment.
male, 24 female), including policymakers, program managers, faculties, and health care providers in the reproductive health fields such as safe motherhood, family planning, youth and adolescence health, pre-marriage counseling and STIs/HIV/AIDS prevention services. By permission of Shahid Beheshti Medical Science University, we conducted the interviews in the state clinics and the managers' offices in Shiraz and Tehran.
Data collected by using semi-structured in depth interview. The validity of interview guide questions was confirmed by three experts of reproductive health. All participants took part in the study with written informed consent. Interviews were face-to-face and audio-recorded. Each interview took 60 to 90 minutes. Sometimes supplementary interview was needed to explore complete perception. Interviews were continued till data saturation. Finally 43 interviews were done. The data was analyzed according to conventional content analysis method.
All interviews recorded, typed and coded in the same day. The second interview was done only after coding the first one. Before coding the data, the researchers read the typed interview transcripts and field notes line by line and word by word. Initial coding was done by Straus and Corbin [21] method according to concepts of data. In consideration to cultural diversity and specify of gender concept, the main messages of interviews were explored by reading and re-reading the meaning units. Then similar or related codes were classified to a particular group and subcategories and categories were emerged.
The credibility of the study was promoted by showing codes to participants to be assured about correct perception of their views, appropriate communication between researcher and participants, using various participants with substantial experience and experience from among health care providers, staff members and medical managers, and also to maximize variability in terms of sex, age, and working experience. Transferability was increased by clear and distinct description of selection and characteristics of participants, data collection and process of analysis. To facilitate conformability, audio files, coded printed interviews, notes, analysis and trustworthiness process of the study were documented. The data and records were revised by two reproductive health expert researchers to justify about similarities of results. In more than 90% of findings, similarities acquired.
Results
43 semi-structured in depth interviews were done with 37 key informants including reproductive health policy makers, managers and providers. The participants characteristics are presented in Table 1 .
Three main categories were formed as: advocacy for gender sensitive STIs/HIV/AIDS prevention programs, collaboration of different systems for gender sensitive programs and community empowerment for promotion of gender sensitive STIs/HIV/AIDS prevention programs ( Table 2) . More than half of the participants agreed that the gender related taboos should be tackled: 
Advocacy for Gender Sensitive STIs/HIV/AIDS Prevention Programs
"When I visit
Discussion
This was the first study to explore appropriate policies for gender sensitive STIs/HIV/AIDS prevention promotion using a qualitative in Iran. One of the concepts emphasized in this study, regarding gender sensitive STIs/ HIV/AIDS prevention policy is advocacy. Advocacy is an effort to change public perceptions about comprehensive sexuality education, a key element to STIs prevention. We found that information on sexuality alone is not enough, and therefore political support of gender sensitive sexual education training in these controversial topics despite social sanctions is necessary. Successful intervention of teaching of comprehensive reproductive health in Sirilanka [22] also emphasizes its role. Our findings suggest that social stigma and abstinence-only education restricted adolescents access to information and services. Another study confirmed that abstinence-plus education programs should be more effective than abstinence-only education programs because the former acknowledged that many teenagers would become sexually active, teach about contraception and condom use and discussions about abortion, STIs/HIV/AIDS [23] .
Our data provide a perception to partner notification advantages for STI prevention, as they mentioned to partner notification as the most effective method for STIs/HIV/AIDS prevention and transmission is not defined clearly by health policy at the national level programs. Relevant studies showed the contribution of partner notification to STI prevention results in earlier treatment and education, and decreased reinfection rates in index cases [24] - [26] .
The results showed a silent socio-cultural norm in our society, evident in the barrier role of radio and television in condom use encouragement for STIs/HIV/AIDS prevention. Tanzanian studies found increased of condoms use was associated with exposure to radio and television programs [27] [28] and furthers case studies and field experiences confirmed that Internet and other technologies have been useful for augmenting STI/HIV prevention and intervention activities for reaching particular demographic groups [29] [30] .
Although risk reduction strategies were mentioned by participants, they discussed that health policy-makers' indifference towards the role of stigma, discrimination and human rights will result in the secretiveness of sexually transmitted diseases as a consequence of hidden sexual relations. The related body of research also confirmed the role of social support in informing spouses [31] [32], disclosure of the STIs/HIV/AIDS [33] [34] and promotion of education of girls in regard to sexual issues [35] .
Finding showed a necessity for collaboration between different systems in the areas of school health, occupational health and STIs private sector. Global interventions show that schools' health [36] and the merging of the prevention of STIs through educating counterparts among workers of large companies [37] [38] can play an effective role in this relation.
The results demonstrated that little is known about current STIs/HIV/AIDS practices outside of governmental STD clinics. Diversity in how physicians handle STIs/HIV/AIDS counseling, screening, testing and treating results in dispersed STIs/HIV/AIDS prevention objects. Another survey of primary care physicians found many missed opportunities to diagnose, treat, or prevent STDs in the United States [39] .
The study highlighted that understanding the nature of sexual behaviors and their social determinants by academic research, is key to designing more effective STIs/HIV/AIDS prevention programs. Our findings were similar to Coates et al. study [40] that showed STIs/HIV/AIDS prevention success was substantially improved when HIV prevention addresses the broader structural factors that shape or constrain individual behavior, such as poverty and wealth, gender, age, policy, and power.
In community empowerment domain, our findings suggest a need for reproductive health educational policy designed to facilitate communication between parents and adolescents. A large proportion of studies mainly from developed countries conducted on how parents influence adolescent sexual behavior [41] - [45] . Participants also described the importance of overcoming barriers to sexual and reproductive health education. Socio-cultural taboos connected to it and lack of correct knowledge makes open discussions difficult. Participants highlighted the importance of gender-based life skills education in school health. Worldwide UNICEF studies show the importance of encouraging positive values in relationships, such as assertiveness and self-confidence, particularly among girls, and learning to listen and show respect, particularly among boys [46] .
Conclusion
In our country, transforming gender neural to more complete gender sensitive STIs/HIV/AIDS prevention policy needs reforms that make these interventions more effective.
